into billions of US dollars in healthcare expenditures and billions more in the economic impact from lost workdays and law enforcement. [1] Violence can be divided into self-directed, collective and interpersonal violence that is made up of family and intimate partner or community violence. [1] Family violence (FV) is a common manifestation of violence and is a universal problem affecting people of all socioeconomic backgrounds, educational levels, and gender. [2, 3] Many victims perceive their abuse as a cultural or religious norm that is reinforced by prejudice and discrimination. [4] FV, inclusive of intimate partner violence (IPV), child maltreatment and elder abuse, as defined by this study, is any act or conduct that causes death, injury or physical, sexual or psychological suffering between members of a given household or community united by family ties. [5] Surveys have shown that between 10 and 70% of women have suffered physical violence
INTRODUCTION
Annually, more than 1.6 million people worldwide lose their lives due to self-inflicted, interpersonal or collective violence, with 90% of these deaths occurring in low-and middle-income countries. [1] The financial cost of violence worldwide translates [6] [7] [8] Victims who suffer IPV are at risk for sexual assault and unwanted pregnancy or sexually transmitted diseases including HIV infection. [9] A study in India found that upwards of 26% of women suffered from abuse from their in-laws during the perinatal period, and those who suffered from physical and non-physical IPV by their husbands were significantly more likely to also suffer from abuse by their in-laws. [10] FV impacts the victims as well as the victims' families including children and adolescents, the community at large and society as a whole. One-quarter of working days lost for women in Latin America are related to IPV. [11] In developing countries, FV causes a reduction of 5-16% of healthy years for women of reproductive age. [5] IPV and sexual violence can lead to a wide array of long-term physical, mental and sexual health problems. [8, 12] In the last decade, awareness of FV has grown substantially. Law enforcement agencies, healthcare systems and government authorities in Mozambique have finally listed domestic violence as a priority and are more eager to support sustainable efforts to reduce its frequency.
A leading cause of utilization of emergency services in Mozambique is FV. [13] Emergency Departments (EDs) of health centers serve victims who seek care and act as a "gateway" to the spectrum of health-related services. It is crucial to be able to determine the risk and protective factors in order to prevent domestic and sexual violence. [14] An ecological model can organize the risk factors to the individual, relationships, community and societal levels in order to understand the complex interplay of all these factors for prevention and intervention. [9, 15] Up to this point, most of the literature on risk factors for interpersonal, domestic and sexual violence has come from high-income countries.
[1] The objective of this project was to determine the risk factors for FV victims who present for care in the capital city of a low-income country, Mozambique.
Mozambique is a coastal country on the southeastern portion of Africa, inhabited by over 22 million people, of whom 37% live in urban areas. Maputo, the capital, is located in Maputo province with approximately 2 million inhabitants. [16] Portuguese is the national language but is only spoken by just over a quarter of the population; there are about 70 dialects of tribal languages spoken, mostly of Bantu origin. [16] Mozambique has a young population with 44.8% under the age of 15, and average life expectancy is between 41 and 47 years. [17] [18] [19] The infant mortality rate is the 6 th worst in the world at 104 per 1000 live births. [16] 
MATERIALS AND METHODS
This was an observational cross-sectional study performed by convenience sampling of patients who sought medical treatment after self-reporting an assault by a family member, performed during the months of August and September 2007, at three health centers in Mozambique. Data were collected at the three hospital emergency departments 24 hours a day, 7 days a week during the study period. This study was approved by both an international Institutional Review Board and local Ethics Review Panel prior to data collection.
Preparation
The principal investigator (PI) selected interviewers from amongst nurses and health workers at each of the three study sites. Each potential interviewer received 4 hours of background training and an introduction to the survey questionnaire. Under the supervision of the PI, interviewers performed pilot testing of the instrument at a separate healthcare facility. Of the trained researchers, final interviewers were chosen based on work location and internal validity from the trial interviews.
Instrument
The two-page survey questionnaire was developed by the PI for the participants to answer the study questions. This questionnaire comprised multiple choice and yes/no format questions. Demographic information gathered included age, sex, level of schooling, religion and occupation. Further information regarding who caused the trauma, who presented with the victim to the health center, and where the victim first presented for care/treatment was collected.
Procedure
Currently, there is no standard protocol or practice for questioning patients about violence or safety. If a patient self-disclosed violence as a cause of his/her injury to the triage nurse, research personnel, who were not part of the treatment team, approached the victim after medical stabilization to offer participation. Potential subjects were approached by research personnel regardless of age, sex, or type of injury. The researcher informed the patient of the study protocol and risks and benefits and each patient signed an informed consent (or assent and guardian consent if the patient was under 18 years of age). Participants were able to withdraw from the study at any time and were not given any compensation for their participation. In a quiet, secluded, and safe location, the questionnaire was verbally administered to patients once they volunteered participation. Data were entered into SPSS (SPSS, version 13.0) and analyzed for frequencies and percentages. All data were free of identifiable information and were kept in a secure location to ensure patient confidentiality.
RESULTS
During the study time period, 1206 individuals presented for treatment of assault at the study facilities. Of these, only 216 disclosed the perpetrator of the violence. Of these 216, 92 (42.6%) were injured by members of the same household and were included in the data analysis, while 124 (57%) were injured by persons outside the family unit. About 55% of victims were abused once, 21% twice and 24% three or more times in the last year. Patients abused only once in the past were mostly single (59%), while those abused twice or three or more times were more likely married (63%, 59%). Spouses were the most common aggressor (50%). In spousal assault, family accompanied the victim to the health unit 54% of the time [ Table 2 ] and a friend accompanied the victim if the parent was the aggressor (27.3%). Females initially presented to the police and subsequently to the hospital in 62.1% of cases, while males primarily sought care at the hospital.
DISCUSSION
This study is, to our knowledge, the first to examine the characteristics of victims of FV in Maputo, Mozambique. The data identify several important risk factors for FV victims seeking care in Maputo, including: age between 15 and 34 years, lower education level and lower income level. The world health organization (WHO) has reported that individual risk factors for IPV and sexual violence include young age, low education, antisocial personality disorder or depression, substance use and abuse and the acceptance of violence. [9] While most of the studies which provide this information have been conducted in high-income countries, our study from a low-income country supports some of these findings as well.
Our data are quite similar to WHO reports that globally, victims of domestic violence are mostly females aged between 15 and 44 years.
[20] Most patients who presented for care at a health center in Maputo were less than 34 years of age (84.8%), yet very few patients were less than 15 years of age (8.7%). Young age is a risk factor for a man to commit physical violence against a partner and for a woman to experience IPV. [21] [22] [23] [24] Younger women are more at risk of rape than older women. [12] According to the data collected from justice and rape crisis centers in Chile, Malaysia, Mexico, Papua New Guinea, Peru and the United States, between one-third and two-thirds of victims of sexual assault are 15 years or under. [9] Given that the life expectancy in Mozambique is 41 years (2010 estimate) and the median age of the population is 17.5 years (2010 estimate), our data do not show the magnitude of youth predilection that other studies found. [19] It is concerning that our study only had 8.7% victims under the age of 15 years, suggesting a large reporting or care seeking bias in our study.
A low level of education is the most consistent factor associated with both perpetration and experience of IPV and sexual violence across multiple studies and countries. [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] In Mozambique, the average school attendance is 8 years total (9 for men, 7 for women). [19] Comparing our demographics on education, 83.7% of our study population had only finished primary school, or 8 years, which shows a relatively decreased level of education compared to the general population. Populations with low levels of education typically have strong links with the cultural habits, making it hard to recognize domestic violence as a reprehensible act. [37] Data from multiple settings have shown that while IPV and sexual violence can occur in all socioeconomic groups, women who are living in poverty are disproportionately affected. [8, 12, 31] The cause of this increased association of poverty and violence is unclear but some theories for the cause include overcrowding, hopelessness, stress and frustration of inadequacy, and financial impossibility to leave a violent or unsatisfactory relationship. In our study population, we found that 94% were earning less than the amount required to live at the poverty level. Our study demonstrates that 68.5% of our population who suffered violence were either not employed or were students and another 25% were employed in jobs that pay below the poverty level. On the whole, about 70% of Mozambicans live below the poverty level (2001 estimate). [19] The acceptance of violence as a part of culture and family life is still prevalent, especially in developing countries. In many countries, rape and sexual assault of an intimate partner are not considered a crime, and women do not believe forced sex to be rape if they are married to or are co-habiting with the perpetrator. [5] This assertion is backed by WHO's observation that female infanticide, incest, rape, child abuse and prostitution, early marriage and female genital mutilation are among the acts of violence based on gender accepted as standards in many countries.
[20] Ilika et al. suggest that victims perceive their abuse as cultural and religious norms, reinforced by prejudice and discrimination, though manifesting itself through actions that cause physical and psychological harm to the victim. [4] The evaluation of a victim of domestic violence not only includes victim identification, care of the physical injuries and assessing patient safety, but also involves addressing the psychological needs of the victim. Health professionals who have received specialized training on domestic violence are more likely to inquire about violence and are more eager to address the needs of their patient. [37] Meanwhile, women victims of domestic violence identified health professionals as the least able to help in case of aggression by the partner. [38] 
Limitations
This study has several important limitations. First, the convenience sampling methodology of this study only captures patients presenting to one of three facilities in Maputo and who self-disclosed violence during a 2-month period. This methodology includes a selection bias excluding those who did not seek care at one of these facilities and who did not self-disclose violence. Secondly, since this is a convenience sampling of a small population and there is minimal data collection at these facilities, we have no comparison population data other than national data. Since the stated objective of the study was to determine the risk factors for FV amongst patients seeking care, the generalizability of these data to the broader population at risk for FV is limited.
CONCLUSION
In Mozambique, the perception that FV is culturally accepted is changing, and FV is increasingly being recognized as a public health problem. This study shows that FV victims presenting for care in Maputo, Mozambique are more likely to be 15-34 year olds with lower education and incomes. With this information, Mozambican officials can begin to increase the knowledge and competence among healthcare workers in order to recognize the specific risk factors for FV and to take the next step in care and secondary prevention.
